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Abstract

The present study examined the relationship between different forms of childhood trauma and eating psychopathology using a multiple mediation model that included emotion dysregulation and dissociation as hypothesised mediators. 142 female undergraduate psychology students studying at two British Universities participated in this cross-sectional study. Participants completed measures of childhood trauma (emotional abuse, physical abuse, sexual abuse, emotional neglect and physical neglect), eating psychopathology, dissociation and emotion dysregulation. Multiple mediation analysis was conducted to investigate the study’s proposed model. Results revealed that the multiple mediation model significantly predicted eating psychopathology. Additionally, both emotion dysregulation and dissociation were found to be significant mediators between childhood trauma and eating psychopathology. A specific indirect effect was observed between childhood emotional abuse and eating psychopathology through emotion dysregulation. Findings support previous research linking childhood trauma to eating psychopathology. They indicate that multiple forms of childhood trauma should be assessed for in individuals with eating disorders. The possible maintaining role of emotion regulation processes should also be considered in the treatment of eating disorders.    
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Childhood abuse, particularly childhood sexual abuse (CSA) and, to a lesser extent, childhood physical abuse (CPA), has been identified as a non-specific risk factor for the development of eating psychopathology (Gentile, Raghavan, Rajah, & Gates, 2007; Jacobi, Hayward, de Zwaan, Kraemar, & Agras, 2004; Thompson & Wonderlich, 2004).  The potential aetiological role of childhood emotional abuse (CEA) in the development of eating psychopathology has received less investigation (Kent & Waller, 2000) although more recent studies have reported an association (Burns, Fischer, Jackson, & Harding, 2012; Kong & Bernstein, 2009). A very limited number of studies have investigated the potential contribution of childhood emotional neglect (CEN) and childhood physical neglect (CPN) to the development of eating psychopathology despite studies offering some support for a relationship (Gerke, Mazzeo, & Kliewer, 2006; Kong & Bernstein, 2009; Johnson, Cohen, Kasen & Brook, 2002). It has been theorised that environmental, developmental and psychological processes are likely to be important mediators of the relationship between childhood trauma and later functioning (Briere & Scott, 2007; Egeland, 2009). 
Children who have experienced abuse and neglect tend to report more dissociation than children reporting no such maltreatment (Macfie, Cicchetti, & Toth, 2001). Dissociation is considered to be a natural defence mechanism in response to trauma and refers to the tendency for traumatised individuals to experience alterations in conscious awareness including; depersonalisation, derealisation, amnesia and absorption (Gershuny & Thayer, 1999). Elevated levels of dissociation have been reported within the eating disorder population (Vanderlinden, Vandereycken, & Claes, 2007) with higher levels being linked to more severe eating psychopathology (Demitrack, Putnam, Brewerton, Brandt, & Gold, 1990). Researchers have proposed that eating psychopathology (encompassing bingeing, purging and restrictive behaviours) may serve as a means of dissociating from trauma related-affects (Briere & Scott, 2007).	
Studies to date have found mixed support for the potential mediating role of dissociation in the relationship between childhood trauma and disordered eating. Everill and colleagues (1995) found that dissociation significantly mediated the relationship between CSA and binge eating within a female clinical sample that included individuals diagnosed with bulimia nervosa and anorexia nervosa. Gerke and colleagues (2006), however, found that dissociation was not a significant mediator between multiple forms of childhood trauma and bulimic behaviours in female undergraduates. Finally, Kent and colleagues (1999) found that dissociation was a significant mediator only between CEA and eating psychopathology in female students. CPA and CSA did not significantly predict eating psychopathology.
Emotion dysregulation, like dissociation, has been linked to developmental factors as well as trauma. Gratz and Roemer (2004) conceptualise emotion regulation/dysregulation as involving a number of dimensions. In addition to the ability to temper emotional arousal, their conceptualisation involves having an awareness and understanding of one’s emotions as well as the ability to accept one’s emotions, and function purposively regardless of one’s emotional state. Recovery from trauma requires adaptive regulation of emotion and, therefore, emotion dysregulation has been cited as a risk factor for the maintenance of trauma related symptomatology (Ehring & Quack, 2010). Greater difficulties with emotion regulation have been reported in individuals who have been exposed to interpersonal trauma during childhood (Cloitre, Miranda, Stovall-McClough, & Han, 2005; van der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, 2005). Secure attachment appears to be crucial for the development of adaptive emotion regulation (Mikulincer & Shaver, 2008). Insecure attachment has been found to be positively associated with disordered eating (Ward, Ramsay, & Treasure, 2000) and emotion dysregulation has been reported to mediate this relationship (Ty & Francis, 2013). Emotion dysregulation has also been positively associated with disordered eating (Fox & Power, 2009). It has been proposed that disordered eating, including bingeing, vomiting and restriction, may serve to regulate negative emotion (Cooper, Wells, & Todd, 2004; Corstorphine, 2006). 
Only one study to date has investigated emotion dysregulation as a potential mediator of the relationship between childhood trauma and disordered eating (Burns et al., 2012). This study found that within a female student sample, CEA, as opposed to CSA and CPA, was the only form of childhood trauma to be consistently associated with eating psychopathology and this relationship was mediated by emotion dysregulation. 
A further theoretical reason for the consideration of both dissociation and emotion dysregulation as potential mediators between childhood trauma and eating psychopathology comes from studies of Posttraumatic Stress Disorder (PTSD). PTSD includes, among other symptoms, dissociation, emotion dysregulation and persistent avoidance of traumatic memories (Nijenhuis & Van der Hart, 2011). PTSD has been studied within eating disorder populations and has been found to be associated with an increased risk of developing Bulimia Nervosa (Dansky, Brewerton, Kilpatrick & O’Neil, 1997). 
Despite research linking both dissociation and emotion dysregulation with trauma and eating psychopathology, the relationship between the potential mediators has not yet been established within the literature. Briere (2006) suggests that dissociation may be a compensatory response that individuals with emotion regulation difficulties may utilise when faced with overwhelming emotional distress. If dissociation, as Briere suggests, is utilised when emotion arousal levels are beyond the individual’s emotion regulation capacities, it would be reasonable to expect individuals with emotion dysregulation difficulties to display more symptoms of dissociation. Further research regarding the relationship between dissociation and emotion regulation is required. At present, it appears reasonable to conclude that dissociation and emotion dysregulation are unique but related processes. 
Cloitre, Cohen and Koenen (2006) have proposed a model of the long-term impact of childhood trauma. They discuss that the potential negative impact of childhood trauma upon the development of secure attachment can disadvantage the child from learning adaptive emotion regulation skills and self-definition. The authors theorise that childhood trauma is beyond the child’s emotional capacity with regards to their stage of emotional developmental to protect their psychological wellbeing.  Consequently, the child may have to rely on emotional strategies such as denial, emotional numbing or dissociation to promote psychological survival. While important for survival, reliance on these strategies makes it difficult for the child to learn that emotional states can be regulated effectively. An individual whom has experienced childhood trauma may therefore respond to emotions with behaviours that aid avoidance, distraction or dampening down emotions. Briere and Scott (2007) suggest that eating psychopathology may be an example of such behaviour. 

Aims and Hypotheses
The present study aimed to investigate a wide range of experiences of childhood trauma (CEA, CSA, CPA, CEN and CPN) in relation to eating psychopathology. Although there are a number of inconsistencies reported within the literature, positive associations have generally been found between CSA, CPA and eating psychopathology. More recent literature indicates that there is perhaps a stronger association between CEA and eating psychopathology. Therefore it is hypothesised that CSA, CPA and CEA will all be positively associated with eating psychopathology. Less is known about childhood neglect. A limited number of studies have reported positive associations between CEN, CPN and eating psychopathology. Additionally, expanding on the work of Kent and Waller (2000), CEN and CPN may be associated with eating psychopathology due to an emotionally invalidating environment. It is therefore hypothesised that both CEN and CPN would also be positively associated with eating psychopathology.  
This study’s main research aim was to investigate whether childhood trauma is indirectly associated with eating psychopathology through mediation by dissociation and/or emotion dysregulation. Both variables appear to be related to eating psychopathology and trauma related distress. Some support has been found for a mediating role for both variables separately. It is therefore hypothesised that both dissociation and emotion dysregulation will mediate the relationship between different forms of childhood trauma and eating psychopathology. No study to date has investigated both dissociation and emotion dysregulation together as potential mediators within the same multiple mediation model of childhood trauma and eating psychopathology. The current study aims to address this gap in the literature. The multiple mediation model in presented in Figure 1. 


<Insert Figure 1 about here>





Method

Participants
Participants consisted of 142 female undergraduate psychology students recruited from the University of Dundee (N = 63) and the University of Stirling (N = 79) with an age range of 18 to 46 years (M = 21.06; SD = 4.84) and a modal age of 19 (M = 21.4; SD = 6.1). One hundred and thirty five (95.1%) of the participants described their marital status as single, 6 (4.2%) as married, and 1 (0.7%) as divorced. BMI was calculated for 141 of the participants with BMI ranging from 16.9 to 37.6 with a modal BMI of 22.5 (M = 23.6; SD = 4.3). 

Measures 

Demographic information. Information regarding the participants’ gender, age, weight and height, marital status and whether they had ever sought treatment for anxiety, depression or difficulties with eating was collected through a brief covering form.

Childhood trauma. Childhood trauma was assessed using the Childhood Trauma Questionnaire (CTQ; Bernstein & Fink, 1998). The CTQ is a 28-item self-report questionnaire that assesses for a history of childhood sexual, physical and emotional abuse and childhood physical and emotional neglect. Respondents are asked to rate the frequency with which they experienced each of the 28 items during their childhood, on a five-point Likert scale, from 1 (never true) through to 5 (very often true). Five items are used to assess for each form of childhood trauma with an additional three items making up the minimisation/denial scale. The five item scores for each form of trauma are totalled to generate a subscale score. Bernstein and Fink provide guidance for categorising severity of each type of childhood trauma; low to moderate, moderate to severe and severe to extreme.  Cut-off scores for each form of childhood trauma differ, for example, a score of least 6 is required for CSA to be indicated and a score of at least 8 is required for CPA to be indicated. 
In the current study, internal consistency estimates using Cronbach’s alpha were .88 for emotional abuse, .87 for physical abuse, .89 for sexual abuse, .89 for emotional neglect and .78 for physical neglect.

Dissociation. Dissociation was measured using the Dissociative Experiences Scale-II (DES-II; Carlson & Putnam, 1993). The DES-II is a self-report measure for assessing dissociation in both clinical and nonclinical populations. The DES-II consists of 28 items that assess the frequency of various daily life experiences of dissociative phenomena, including disturbances in memory, identity, absorption as well as depersonalisation and derealisation. Respondents are asked to estimate the percentage of time that the various experiences occur in their daily lives on an 11-point scale, ranging from 0% to 100%, at 10% intervals. The total score is the mean of the 28 items and ranges from 0 to 100. In the current study, an internal consistency estimate of .93 was obtained using Cronbach’s alpha for the total score.

Emotion dysreguation. Participants completed the Difficulties in Emotion Regulation Scale (DERS; Gratz & Roemer, 2004). The DERS is a 36-item self-report measure that assesses an individual’s difficulty with regulating emotions through adaptive emotion modulation strategies. Respondents are asked to indicate how often the items apply to themselves with responses ranging from 1 (almost never) to 5 (almost always). A total score is derived by summing item scores, which reflects the respondent’s overall difficulties with regulating emotions. Higher scores indicate greater difficulties with regulating emotion (or emotion dysregulation). The measure also includes six subscales (nonacceptance; goals; impulse; awareness; clarity; and strategies) that reflect the authors’ proposed dimensions of emotion regulation. For the purposes of the current study, the total score was used to assess difficulties with regulating emotions. Cronbach’s alpha for the total scale score was .95. 

Eating psychopathology. This was assessed using the Eating Disorders Examination-Questionnaire (EDE-Q; Fairburn & Beglin, 1994). The EDE-Q is a self-report version of the Eating Disorders Examination (EDE; Fairburn & Cooper, 1993). The EDE-Q consists of 28 items from which a global score and four subscale scores (dietary restraint, eating concern, weight concern and shape concern) can be derived by summing the item scores. Responses are made on a 7-point Likert scale ranging from 0 (not at all) to 6 (markedly). Respondents are asked to rate each item based on the past four weeks (28 days) with higher scores indicating greater eating psychopathology. For the purposes of the current study, the EDE-Q global scale score was used to assess eating psychopathology. This score represents the mean of the scores on the restraint, eating concern, weight concern and shape concern subscales. Cronbach’s alpha for the global scale score was .98.

Procedure
Ethical approval was granted by Ethics Committees at the University of Dundee and the University of Stirling. Participants at both universities received course credit for their participation. Participants at the University of Dundee completed the questionnaires anonymously in groups of 10 to 12 participants. Participants at the University of Stirling collected the questionnaire pack from the Psychology Department office and completed the questionnaires on an individual basis, returning them to the office in a sealed envelope. In case the content of the questionnaires elicited any distress, all participants at the University of Dundee were provided with the contact details for a qualified Clinical Psychologist and all participants at the University of Stirling were provided with contact details for a qualified Health Psychologist. 

Data Analysis
Missing data analysis revealed that 0.5% of responses to all items were missing. The missing values within the dataset were replaced with the individual’s mean for the relevant total scale/subscale consistent with the approach described by Fox-Wasylyshyn and El-Masri (2005). One participant (0.7%) did not complete the DES-II measure, one participant (0.7%) did not complete the EDE-Q and two participants (1.4%) did not complete the CTQ. These participants were excluded from the analyses involving these variables. 
Multiple mediation analysis was conducted using SPSS version 19 and ‘MEDIATE’, a PASW macro (Hayes & Preacher, 2013; downloadable from: http://afhayes.com/spss-sas-and-mplus-macros-and-code.html).  This macro enables the researcher to test direct and indirect effects of one or more independent variables (IV) on a dependent variable (DV) through one or more mediators (M). It also presents the indirect effects, i.e. the effects of IV through M, along with bias-corrected bootstrapped confidence intervals.  The indirect effects were interpreted as significant if the confidence intervals did not contain a zero value. Confidence intervals were based on 5000 bootstrap samples. Consistent with Hayes and Preacher’s (in press) advise regarding mediation analysis with multicategorical IVs, evidence for significant mediation was concluded if at least one indirect effect was significantly different from zero. 

Results
Descriptives
Analyses using t-tests and chi square tests revealed no significant differences between recruitment sites across the variables age, BMI, gender, marital status, and number of participants indicating they had sought help for anxiety, depression and eating difficulties. The means and standard deviations for the different measures are presented in Table 1.  The mean EDE-Q global score is higher than the norms reported by Mond, Hay, Rodgers and Owen (2006) in a large epidemiological study of the EDE-Q for women aged between 18-22 years. However, the mean score is comparable to that reported by Burns and colleagues (2012) for undergraduate psychology students. The means for the CTQ subscales are comparable to previous research with undergraduate female students (Gerke et al., 2006; Paivo & Cramer, 2004).   

<Insert Table 1 about here>

Prevalence of Childhood Trauma
Within the current study, 47 (33.6%) of participants reported CEA, 15 (10.7%) reported CPA, 16 (11.4%) reported CSA, 52 (37.1%) reported CEN and 25 (17.9%) reported CPN. 


Bivariate Correlations
Correlations between scores for childhood trauma, dissociation, emotion dysregulation, and eating psychopathology are presented in Table 2. CEA, CPA, CEN, CPN were all significantly correlated with eating psychopathology. In contrast, CSA was not significantly associated with eating psychopathology.   
<Insert Table 2 about here>


Mediation Analysis

The coefficients for the regression analyses are presented in Table 3 and Figure 2. The five abuse and neglect variables significantly predicted emotion dysregulation (F(5,132) = 6.44, p < .001) with emotional abuse the only significant predictor (t = 2.91, p < .005). The five abuse and neglect variables also predicted dissociation (F(5,132) = 3.70, p < .005), where no significant individual predictors emerged. Therefore both mediators were predicted by the IV. The disordered eating score was regressed onto the five abuse and neglect scores and proposed mediators, emotion dysregulation and dissociation. This model was significant (F(5,130) = 10.63, p < .001) and only emotion dysregulation and dissociation were significant predictors of disordered eating (t = 23.15, p < .005 and t = 3.92, p <.001 respectively). The omnibus test for the direct effect of the independent variables on disordered eating was also non-significant (F(5,130) = 1.72, p = .133, R2 = .04). Examination of the confidence intervals (see Table 4) indicated a significant indirect effect of emotional abuse through emotion dysregulation. 
<Insert Table 3 about here>
<Insert Table 4 about here>
<Insert Figure 2 about here>


Discussion
This study provides further support for an indirect relationship between childhood trauma and eating psychopathology. A key strength of the current study was that a wide range of childhood trauma variables were assessed. CEA, CPA, CEN and CPN, but not CSA, were significantly associated with eating psychopathology. The five forms of childhood trauma together significantly predicted both emotion dysregulation and dissociation, though CEA was the only trauma variable to independently predict emotion dysregulation. The proposed model, which included the five forms of childhood trauma and the proposed mediators (emotion dysregulation and dissociation), significantly predicted eating psychopathology. In this model, only the two mediators significantly independently predicted eating psychopathology and inclusion of the childhood trauma variables did not improve the fit of the model. Therefore support was found for the hypothesis that emotion dysregulation and dissociation significantly mediate the relationship between childhood trauma and eating psychopathology.  A significant specific indirect effect was observed for CEA and eating psychopathology through emotion dysregulation. 
Earlier research has mainly focused on the potential role of CSA and CPA in the development of eating psychopathology. No significant individual effect was observed for either CSA or CPA in this present study. Although the means for the forms of childhood trauma assessed within this study are comparable to previous research with undergraduate students, it is necessary to consider that the small sample size assessed here may account for this result. However, the finding that CEA had a greater role than the other forms of trauma in both the regression analysis and when the indirect effects were examined is consistent with a number of more recent studies (Kent et al., 1999; Kennedy et al., 2007; Burns et al., 2012). 
This study supports Burns and colleagues (2012) conclusions that CEA may be particularly relevant to the aetiology of eating psychopathology. The potential mechanisms for this link observed within this study are also consistent with Burns and colleagues findings and suggest that CEA leads to difficulties with eating psychopathology through an enduring negative impact upon an individual’s ability to effectively regulate their emotion. This finding appears consistent with Cloitre and colleagues’ (2006) model which theorises that a caregivers inappropriate response to the child’s experience of emotion may lead to the child feeling confused with regards to their emotional state which over time may negatively impact upon the individual’s ability to tolerate and regulate their emotions. Eating psychopathology may serve to aid avoidance, distraction or dampening down the experience of emotions for individuals whom have experienced childhood emotional abuse. 
Kent and Waller (2000) highlight that forms of childhood trauma frequently do not occur in isolation and CEA is likely to occur at greater incidence than other forms of childhood trauma. They propose that other forms of childhood trauma may be more damaging if they occur within the context of an emotionally abusive environment and it is therefore possible that CEA may moderate other forms of childhood trauma. This study did not assess the possible moderating effect of CEA but did find that other forms of childhood trauma significantly predicted eating psychopathology within a multiple mediation model of eating psychopathology, although no specific indirect effects were observed with the exception of CEA. It therefore remains important to consider the relevance of other forms of childhood trauma in the aetiology of eating psychopathology.
The role of dissociation as a potential mediator between childhood trauma and eating psychopathology was less clear. This study found partial support for dissociation as a mediator, as dissociation significantly predicted eating psychopathology in the multiple mediation model. However, no indirect effects were found between the individual forms of trauma and eating psychopathology through dissociation. Previous studies have reported mixed findings regarding dissociation as a possible mediator (Kent et al., 1999; Gerke et al., 2006). Nijenhuis & Van der Hart (2011) suggest that the definition of dissociation needs to be refined. It is possible that dissociation is not adequately defined by current measures such as the DES-II (utilised in the above studies and the current study). A further difficulty highlighted by Briere (2006) is that little is known regarding the interrelations between dissociation and emotion dysregulation. Briere proposes that they are related but unique processes. However, Fox & Power (2009), discuss that it is possible that dissociation is a form of emotion regulation. Multicollinearity may therefore have existed within this study’s model. Field (2005) suggests that a correlation of .80 or larger indicates multicollinearity between two variables. In the present study, the correlation between dissociation and emotion dysregulation fell below this value (r = .54). However, the possibility that dissociation is a form of emotion regulation remains. Future research is therefore required to investigate the relationship between these variables and to further aid theoretical understanding of these emotional processes. 
It is important to consider the findings of this study in light of its limitations. Firstly, the study sample was composed of female undergraduate psychology students and demographic information regarding race was not collected, which limits the generalisability of the study’s findings. The mean EDE-Q global score in this study was above the norms reported for 18-22 year old females by Mond and colleagues (2006). It would therefore be useful to replicate the findings within both the general population and eating disordered samples. A further consideration is that both dissociation and emotion dysregulation can result from the cognitive impact of eating psychopathology. Conclusions regarding cause and effect mechanisms are limited due to the cross sectional design of this study. The present study attempted to address this limitation by assessing the variables in a theory driven multiple mediation model. The forms of childhood trauma assessed were all reported to have occurred before the age of 18 and eating psychopathology was reported for the previous month. Longitudinal designs are needed to assess the temporal associations between the variables assessed here. 
Despite the aforementioned limitations, this study has a number of implications for clinical practice. The results indicate that a number of forms of childhood trauma should be assessed in individuals presenting with eating disorders. Further, as discussed in a recent review of emerging psychological treatments for eating disorders, Berg and Wonderlich (2013), note the emergence of several treatment approaches, incorporating mindfulness-based treatments including Acceptance and Commitment Therapy and Dialectical Behaviour Therapy. The results of this study suggest that such therapies may prove valuable for supporting individuals with eating disorders with a history of childhood trauma whose eating psychopathology may be maintained by emotion dysreguation and/or dissociation. Failure to address maintaining factors such as emotion dysregulation and dissociation may impact negatively upon patient motivation and limit treatment effectiveness. 
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Table 1Means and Standard Deviations for different measures 
Measure	Mean 	Standard Deviation
EDE-Q Global Score	  2.2 	1.4
DES 	  15.8 	11.8
DERS 	  87.2 	25.4
CTQ CEA	  8.4 	4.3
CTQ CPA	  6.0 	2.8
CTQ CSA	  5.7 	2.5
CTQ CEN	  9.1 	4.3
CTQ CPN	  6.3 	6.3
Note. EDE-Q = Eating Disorders Examination Questionnaire, DES = Dissociative Experiences Scale, DERS = Difficulties in Emotion Regulation Scale, CTQ = Childhood Trauma Questionnaire, CEA = childhood emotional abuse, CPA = childhood physical abuse, CSA = childhood sexual abuse, CEN = childhood emotional neglect, CPN = childhood physical neglect



Table 2Bivariate correlations between childhood trauma, dissociation, emotion dysregulation and eating psychopathology
	CEA	CPA	CSA	CEN	CPN	DES	DERS	EDE-Q 
CEA	-	.48**	.33**	.71**	.58**	.31**	.42**	.26**
CPA		-	.41**	.40**	.60**	.14	.18*	.22**
CSA			-	.33**	.54**	.13	.15	.11
CEN				-	.65**	.33**	.36**	.34**
CPN					-	.22**	.22**	.27**
DES						-	.54**	.49**
DERS							-	.49**
EDE-Q								-
Note. CEA = childhood emotional abuse, CPA = childhood physical abuse, CSA = childhood sexual abuse, CEN = childhood emotional neglect, CPN = childhood physical neglect, DES = Dissociative Experiences Scale, DERS = Difficulties in Emotion Regulation Scale, EDE-Q = Eating Disorders Examination Questionnaire  * p < 0.05; ** p < 0.01







Table 3Results of regression analyses 
Predictor 	Coefficient 	 SE	    t	     P
	Model 1: Emotion dysregulation as outcome variable
Constant	64.61	 6.01	   10.61	    < .001
CEA	  2.00	 0.70	     2.91	    < .005
CPA	- 0.06	 0.91	  - 0.06	       .95
CSA	   0.48	 0.93	     0.52	       .60
CEN	  1.11	 0.71	     1.55	       .12
CPN	- 1.13	 1.34	   - 0.85	       .40
	Model 2: Dissociation as outcome variable
Constant	  7.00	 3.00	     2.33	    < .05
CEA	   0.46	 0.33	     1.37	       .17
CPA	 -0.09	 0.45	   - 0.20	       .85
CSA	  0.12	 0.46	     0.26	       .80
CEN	  0.64	  0.35	     1.82	       .07
CPN	- 0.14	  0.66	   - 0.22	       .82
	Model 3: Eating psychopathology as dependent variable
Constant	- 0.35	 0.43	   - 0.81	       .42
Emotion dysregulation	  0.02	 0.01	     3.15	    < .005
Dissociation	  0.04	 0.01	     3.92	    < .001
CSA	- 0.05	 0.04	   - 1.54	       .13
CEN	  0.06	0.05	     1.29	      .20
CPN	- 0.05	0.05	  - 0.99	      .33
CEA	  0.05	0.04	     1.47	      .14
CPA	  0.06	0.07	     0.91	      .36
Note. CEA = childhood emotional abuse, CPA = childhood physical abuse, CSA = childhood sexual abuse, CEN = childhood emotional neglect, CPN = childhood physical neglect


















Table 4 Bootstrapped indirect effects of childhood trauma on eating psychopathology through mediators
		Bootstrapping percentile 95 CI
Mediator	Form of Trauma	Upper	Lower
1. Emotion Dysregulation	CEA	 0.01 	0.07
	CPA	-0.04 	0.06
	CSA	-0.04 	0.05
	CEN	-0.004 	0.05
	CPN	-0.08 	0.03
2. Dissociation	CEA	-0.01 	0.05
	CPA	-0.05 	0.05
	CSA	-0.05 	0.07
	CEN	-0.01 	0.07
	CPN	-0.08 	0.06
Note. CEA = childhood emotional abuse, CPA = childhood physical abuse, CSA = childhood sexual abuse, CEN = childhood emotional neglect, CPN = childhood physical neglect, CI = confidence interval




   





Figure 1. The multiple mediation model. 














  









Figure 2. The multiple mediation model showing coefficients 
Note: ** p < .01.	
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